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Recurrence of a popliteal venous aneurysm
Garietta Falls, MD, and Mohammad H. Eslami, MD, Worcester, Mass
We report the case of a 40-year-old man with a recurrent popliteal vein aneurysm diagnosed 2 years after initial lateral
aneurysmectomy. Definitive management consisted of popliteal vein aneurysm resection and reconstruction with an
interposition spiral vein graft. Our case suggests that aneurysm vein resection and interposition vein graft should be the
preferred surgical option. Also, patients treated may benefit from longer follow-up in light of the potential morbidity
from recurrence if undetected. (J Vasc Surg 2010;51:458-60.)The most common, and sometimes devastating, first
sign of a popliteal vein aneurysm (PVA) is a pulmonary
embolus. Medical therapy has been shown to have a high
failure rate in preventing thromboembolic complications of
PVA. Therefore, surgical resection is the mainstay of ther-
apy. This article describes a case of recurrent popliteal vein
after lateral tangential aneurysmectomy. To our knowl-
edge, recurrence of PVA after lateral tangential aneu-
rsymectomy has not been previously reported.
CASE REPORT
A 40-year-old man with no significant past medical history
presented in 2005 with pleuritic chest pain and dyspnea. During
our initial evaluation, the patient was also found to have swelling
behind the left knee. He reported that the swelling had been
progressively worsening over the course of the past year. A com-
puterized topography (CT) scan of the chest revealed bilateral
filling deficits in the lungs suggestive of multiple pulmonary em-
boli. Initially, no arterial or venous abnormalities were detected,
and the patient does not recall any family history of arteriomegaly,
aneurysm, or dissection. The patient was immediately started on
intravenous heparin. Bilateral lower extremity duplex scans were
negative for deep venous thrombosis. However, they did reveal a
left popliteal vein aneurysm (PVA) that measured approximately 4
cm. Preoperative planning included a venogram that showed a
saccular PVA above the tibial plateau. It was 4.5 cm in its greatest
diameter and 6 cm in length. Intraoperatively, the medial approach
was used to expose the aneurysm. Proximally and distally, normal
popliteal vein was identified and then traced back to the aneurismal
segment of the vein. There was a sharp demarcation between the
normal and abnormal portions of the vein. There was no intramu-
ral thrombus present. A lateral tangential aneurysmectomy and
lateral venorrhaphy was performed. This procedure is described in
detail in another publication.1
After an uneventful recovery period, the patient had been
followed with routine venous duplex every 6 months. Over a
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4582-year time span, he was noted to have gradual increases in size of
the popliteal vein until it reached a size of 3.1 cm (Fig 1). Given his
prior pulmonary symptoms and risk for recurrent thromboembo-
lism, he was taken back to the operating room for resection of the
aneurismal vein segment. Prior to the procedure, vein mapping
revealed that the great saphenous vein was approximately 35mm in
its entire length. During the initial venography, the popliteal vein
was noted to be at least 6 to 7 mm in diameter. We did not
believe that a panel graft would be of adequate size to recon-
struct the popliteal vein due to the small size relative to the
native vein, so we opted to create a spiral graft. The patient was
placed first in the supine position, and 30 cm of the great
saphenous vein was harvested. He was then placed in the prone
position, and using a lazy S-incision on the posterior aspect of
the popliteal fossa, the PVA was dissected (Fig 2). We then
measured the length of the aneurysm, and using the spiral vein
graft technique as described by Reinlander2 a 7-mm vein graft
was created for the appropriate length. The patient was then
heparinized, and the PVA was then resected with the spiral graft
was sewn in an end to end to the normal popliteal vein above
and below the resected aneurysm. There was an excellent Dopp-
ler signal in the graft after unclamping the vessels. One year
later, the patient is well and without PVA recurrence.
DISCUSSION
PVAs are rare entities. There are approximately 120
Fig 1. Duplex of popliteal vein aneurysm.cases reported in the literature.3,4 PVA etiology is un-
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ital malformation may contribute to its formation.5 Due to
lack of symptoms, PVAsmay go undiagnosed, but the most
common symptom, as the initial presentation of our pa-
tient, is pulmonary embolism.6 Just recently, a case of a fatal
pulmonary embolism in a healthy patient with an asymp-
tomatic PVA was reported.7 As often is the case, these
aneurysms are saccular,5 and lateral venorrhaphy does not
require vein reconstruction, lateral venorrhaphy after resec-
tion of the aneurysm sac is an accepted treatment option for
PVA.1,3,5 Our patient was treated thusly, but close follow-up
showed recurrence of the aneurysm. Given our patient’s re-
currence and potential morbidity from pulmonary embolism,
we strongly recommended reoperation. Of note, during the
second operation, the entire vein was aneurismal, and it did
not disrupt the suture line. Additionally, pathologic specimen
showed local loss of elastin throughout the internal elastic
lamina of the vein segment (Fig 3). The recurrence of the
aneurysm in light of the pathologic finding suggests that
popliteal vein resection with reconstruction of the vein using
spiral or panel vein grafts fashioned from the greater or lesser
saphenous vein should be favored instead of lateral venorrha-
phy in cases in which the aneurysm can be approached
through a single incision. If the PVA is larger and would
require a medial approach, then the traditional lateral tangen-
tial aneurysmectomy and lateral venorrhaphy is a goodoption.
In addition to the technical aspects of our report, our
case also provides insight into the pathology of these
aneurysms. The case reports in literature of PVAs, al-
though few, rarely follow the patients out longer than 18
Fig 2. Intraoperative view of the popliteal fossa. Arrow denotes
popliteal artery lying adjacent to the aneurysm.months.5,8,9,10 It is possible that some recurrences, with the
attention on the rare entity of popliteal venous aneurysms. Theseassociated morbidities and potential mortalities, may be har-
bored in this group. No recurrences, prior to this case, have
been reported in the current literature. Although the duration
of the follow-up cannot be determined based on one case, our
finding suggests that these patients should be followed longer
than 2 years on a 6-month period.
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The cases reported by Falls and Eslami1 and Gasparis et al2 in
this issue of the Journal of Vascular Surgery once again focus our
are the first two reports on the repair of recurrent popliteal vein
aneurysms. As is the case in so many patients before, pulmonary
embolism was the initial clinical presentation in the patient re-
